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CORRESPONDENCE
Catheter-related bacteremia due to Ewingella americana
Since the first description of Ewingella americana in 1983 by
Grimont and coworkers, little has been established concerning
its pathogenic potential [1]. The sole species of the genus,
Ewingella, resembles Enterobacter agglomerans and may have been
misclassified in the past, although it can be distinguished by the
lack of yellow pigmentation and the fact that it is negative for
sucrose, arabinose and the utilization of malonate. Only a
limited number of cases have yielded Ewingella americana from
human clinical samples. In 1983, Pi en et al described the first
case of bacteremia in combination with a Pseudomonas species
after coronary bypass surgery [2]. Thereafter, only five more
cases ofblood infection were reported [3,4]. Ewingella americana
has also been recovered from infected wounds [1,5,6], as well as
from infected conjunctivae [7]. Recently, Kati and coworkers
described a case of Ewingella americana peritonitis in a patient
undergoing peritoneal dialysis [8]. On the other hand, an
outbreak of pseudo-bacteremia associated with non-sterile
blood collection tubes has been described in detail [9-11].
Catheter-related bacteremia is mainly caused by organisms
that colonize the skin, with coagulase-negative staphylococci
and Staphylococcus aureus being the leading pathogens. Here we
report the first case of catheter-associated bacteremia caused by
Ewingella americana.
A 57-year-old woman with a history of severe peripheral
vascular disease presented in July 1995 with fatigue, splenome-
galy and hyperleukocytosis. A diaguosis of chronic myelogen-
ous leukemia (CML) was made on the basis ofbone marrow and
trephine biopsy features and the presence of characteristic
cytogenetic abnormalities.
In September 1999, the patient underwent uncomplicated
sibling HLA-identical peripheral blood progenitor cell trans-
plantation after receiving a non-myeloablative conditioning
regimen that consisted of fludarabine, cytosine arabinoside
and rabbit antithymocyte globulin for 4 consecutive days (so-
called 'minitransplant' procedure). A Hickman line was inserted
prior to the procedure. Graft-versus-host disease (GVHD)
prophylaxis consisted of cyclosporin A. The patient was dis-
charged on day 24, at which time the allograft was stable and no
signs of GVHD were present. Two months post-transplant,
cyclosporin A was stopped and donor lymphocytes (1 X 107
CD3 cells/kg) were infused because of relapsing CML activity.
No infectious episodes requiring antibiotics had occurred since
discharge.
On day 91 after transplantation, the patient experienced a
bout offever up to 38.8 °C 1 h after flushing the Hickman line
with heparin solution. Physical examination was completely
negative, and vital parameters were within normal limits.
Inspection ofthe catheter exit site revealed no sigus ofinfection.
Relevant laboratory findings included 19 500leukocytes/mm3
(84% neutrophils), platelets 617 000/mm3 , hemoglobin 11 g/
dL, C-reactive protein 26.5 mg/L, and normal renal and
hepatic function. Blood cnItures were drawn through each part
of the Hickman line and peripherally, but antibiotic therapy was
not instituted. The following day, the patient experienced
another febrile episode with chills, again following manipula-
tion of the catheter. By that time, blood cnItures (six bottles)
sampled on the previous day revealed the presence of motile
Gram-negative rods. After overnight incubation on horse blood
agar, non-hemolytic yellow pigmented colonies appeared, and,
on MacConkey agar, lactose-negative colonies. The bacterium
was further identified by the following characteristics: negative
oxidase and catalase reactions; reduction of nitrate to nitrite;
negative reactions for lysine and ornithine decarboxylases,
arginine dehydrolase, indol production, urease, gelatinase and
DNase; but positive reactions for the methyl red and Voges
Proskauer tests. We obtained fermentation in peptone water
with Andrade's indicator ofglucose, mannitol and trehalose but
not of arabinose. The BBLCrystal Enteric/Nonfermenter ID
Kit gave an excellent identification of Ewingella americana.
The catheter was withdrawn and cnIture of the tip yielded the
same Gram-negative bacterium (64 X 103 CFU), susceptible
to ampicillin, amoxycillin-clavnIanate, temocillin, cefotaxime,
piperacillin, gentamicin, tobramycin and ofloxacin, but resistant
to cefazolin and intermediate to cefuroxime (disk diffusion
method). After catheter withdrawal, the patient defervesced.
No additional antibiotic therapy was given, and subsequent
blood cnItures remained negative.
Originally, Ewingella americana strains were recovered from
sputum, blood, wounds, throat, stools, and urine [6]. However,
the clinical significance ofthese isolates has for a long time been
unclear. Therefore, in their original report, Grimont et al stated
that further case studies wonId be needed to determine the
pathogenicity of Ewingella americana [1]. To our knowledge,
only three publications have unequivocally identified Ewingella
americana as a clinically meaningful pathogen: (a) a case of
bacteremia following cholecystectomy [3]; (b) an outbreak of
Ewingella americana bacteremia in patients who had undergone
cardiovascular or peripheral vascular surgery [4]; and (c) a case
ofperitonitis in a patient undergoing peritoneal dialysis [8]. All
these patients fully recovered after the institution ofappropriate
antibiotic therapy. A contaminated ice bath was identified as the
probable source in the outbreak report [4].
The clinical presentation and outcome in our case of Ewin-
gella americana bacteremia further suggest that the pathogenic
potential of this organism is low as opposed to some other
Enterobacteriaceae, even in the setting of immunodeficiency.
Catheter tip cnIture implicated the catheter as source of infec-
tion, while catheter removal resnIted in rapid clinical recovery
and sterilization ofblood cultures. Since little information exists
on the natural habitat of this organism, we can only specnIate on
the source of contamination; inadequate hand hygiene could
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have resulted in the transmission of Ewingella americana strains
from animal or non-animal reservoirs [12,13], whereas solu-
tions used to flush catheters are an equally well-known source of
potential bacterial contamination. Unfortunately, these vials
could no longer be traced.
We conclude that Ewingella americana remains a rare cause of
infection in humans. More information on its ecology, epide-
miology and pathogenicity is needed.
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Vibrio alginolyticu5 acutegastroenteritis: report of two cases
The genus Vibrio includes more than 30 species, 12 ofwhich are
human pathogens or have been isolated from human clinical
specimens. These organisms may be classified as halophilic or
non-halophilic on the basis of their requirement of NaCl for
optimal growth. More recently, attention has been focused on
the halophilic vibrios, V vulnificus, V parahaemolyticus, and V
alginolyticus, and their relationship to disease, because halophilic
vibrios are increasingly recognized as important intestinal and
extraintestinal pathogens. Infections due to halophilic vibrios
are generally acquired through ingestion of contaminated shell-
fish or seafood or by direct invasion through wounds. However,
in contrast to the others, V alginolyticus has infrequently been
isolated from human infections despite its widespread sapro-
phytic existence in coastal waters [1].
Most of the clinical isolates of V alginolyticus have been
isolated from patients with extraintestinal infections such as
otitis or cellulitis [2-5], and this organism has rarely been
reported as a cause ofdiarrhea [6-10]. We isolated Valginolyticus
from the stools of two women who complained of abdominal
pain and diarrhea. Considering the paucity of such reports, we
therefore consider two cases to be of interest.
The first case was a 23-year-old female who visited the
emergency room of Wonju Christian Hospital, Wonju, on
28 September 1998, because of abdominal pain and diarrhea.
According to her history, she had been diagnosed with hepatitis
B viral infection 3 years previously. On the morning of the day
of admission, she had eaten raw crab preserved in soy sauce at
home, and later that afternoon, she began to complain of
abdominal pain and discomfort accompanied by yellowish,
watery diarrhea. She mentioned that her husband presented
similar but milder symptoms. On presentation to the emer-
gency room, she was afebrile and was normal on physical
examination. Samples for routine laboratory tests, and blood
and rectal swab specimens for microbiological study, were
taken, and then symptomatic treatment for the diarrhea was
administered.
Laboratory data from samples taken in the emergency room
revealed a total WEC count of 6500/J-lL with a normal
differential count; serum electrolytes and routine blood chem-
istry values were within normal ranges; urinalysis showed no
proteinuria or hematuria. Parasites, including amoeba, were not
found in the feces. The patient was discharged approximately 1
day after admission because she was in a good state of health
without diarrhea or abdominal pain. No organisms were
detected from three sets ofaerobic and anaerobic blood cultures.
In order to isolate enteric pathogens, the patient's stool was
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